Domestic violence is a major public health issue and has been linked with many mental health problems including anxiety, depression, post-traumatic stress disorder, eating disorders and psychosis. [1] [2] [3] [4] [5] Prospective studies have shown that psychiatric disorder can increase vulnerability to domestic violence, and that domestic violence is associated with both risk and chronicity of mental disorder. 6, 7 A systematic review of domestic violence prevalence studies noted that when comparing the mean lifetime prevalence across various healthcare settings, studies conducted in psychiatric clinics and obstetrics and gynaecology clinics recorded the highest prevalence of physical violence (30-50%) and sexual violence (30-35%) , whereas the highest mean lifetime prevalence of psychological violence was reported by studies conducted in psychiatric clinics and emergency departments (65-87%). 8 Other reviews have also suggested a high prevalence of being a victim of domestic violence among psychiatric patients. 9 , 10 Howard et al, for example, reported that the lifetime prevalence of severe domestic violence ranged from 30% to 60% among people receiving psychiatric in-patient treatment. 10 However, these reviews did not critically appraise the quality of primary research. Moreover, previous reviews have largely neglected men's experiences of domestic violence, despite evidence of increased risk of victimisation among men with severe mental illness, 11, 12 and have given only limited consideration to broader research on the violent victimisation of psychiatric patients from which data on domestic violence could potentially be extracted. This systematic review therefore aimed to estimate, first, the prevalence (adult lifetime and past year) of being a victim of domestic violence among male and female psychiatric patients, and second, the risk of domestic violence among male and female psychiatric patients compared with controls.
Method Selection criteria
Studies were eligible for inclusion if they included male or female psychiatric patients who were 16 years or older; presented the results of peer-reviewed research based on experimental studies (e.g. randomised controlled trials, non-randomised controlled trials, parallel group studies), before and after studies, interrupted time series studies, cohort studies, case-control studies or crosssectional studies; and measured the prevalence or risk of adult lifetime and/or past year domestic violence, or collected data from which these statistics could be calculated. Mental health services were defined as secondary or tertiary care specialist services (in-patient, out-patient or community-based) providing psychiatric care and support to people with mental disorders. Domestic violence was defined as 'any incident of threatening behaviour, violence or abuse (psychological, physical, sexual, financial or emotional) between adults who are or have been intimate partners or family members regardless of gender or sexuality'. 13 When the review identified multiple eligible papers from the same study only the main paper reporting the largest number of participants with data of relevance to the objectives of the review was included.
Search strategy
Our search strategy followed Meta-analysis of Observational Studies in Epidemiology (MOOSE) guidelines. 14 The protocol for this review was registered with the PROSPERO international database of prospectively registered systematic reviews in health and social care (www.crd.york.ac.uk/prospero), registration number CRD42011001281. Eighteen bibliographic databases were searched from date of inception to 31 (see Appendix 1 for a list of the databases used). Terms for domestic violence were adapted from published Cochrane protocols and previous literature reviews. 9, 15, 16 No language restriction was used and potentially eligible papers were translated and assessments conducted using the English translated versions. The search strategy used for the Medline, EMBASE and PsycINFO databases is shown in online Appendix DS1. These searches were supplemented by citation tracking, hand searches, re-examining and updating an earlier review of victimisation among psychiatric populations, 17 and expert recommendations.
Study selection and data extraction
Two reviewers (K.T. and S.O.) screened the downloaded titles and abstracts against the inclusion criteria; references were taken forward to the next stage of screening if it was unclear whether they met the inclusion criteria. The same two reviewers then assessed the full text of potentially eligible studies in terms of the inclusion criteria. If it was considered that studies had collected data on the prevalence and odds of domestic violence but had not presented it, authors were contacted for further information. Data on study design, sample characteristics, measurement of domestic violence and outcomes were extracted by the two reviewers from the included papers and entered in an electronic database. The outcomes of interest for the review were the prevalence and odds of adulthood lifetime and past year domestic violence among psychiatric patients. Where possible, outcome measures were extracted separately by gender, mental health setting and type and severity of violence.
Quality appraisal
The quality of included studies was independently appraised by two reviewers (K.T. and S.O.) using criteria adapted from validated tools. [18] [19] [20] The reviewers compared scores and resolved any disagreements before calculating a final appraisal score. The quality appraisal checklist is shown in online Appendix DS2 and includes items to assess study design, the representativeness of study samples, the criteria used to measure domestic violence and the methods of statistical analysis. Scores for overall study quality and for questions relevant to selection bias and measurement bias are reported for all studies (see online Table DS1) . High-quality papers were defined as those scoring 50% or above on questions assessing selection bias.
Statistical analysis
Information about the study design, study sample and the definition and measurement of domestic violence was summarised. Prevalence estimates (adult lifetime or past year) of domestic violence were calculated separately by gender and psychiatric setting when appropriate data were available. Odds ratios were not calculated because primary studies did not include control groups.
Results
The study selection process is presented in Fig. 1 . Our literature search yielded 29 707 unique references, of which 28 584 references were excluded following title and abstract screening. Of the 1123 references that met -or potentially met -the inclusion criteria, 59 (56 dissertations and 3 journal articles) could not be located. Thus, 1064 full papers were retrieved and assessed. Forty-two papers were included in the review (online Table DS1 ) and 1022 were excluded. Of the 42 included papers, 32 were identified from searches of electronic databases, 7 from citation tracking, 1 from hand searching and 2 from expert recommendations. Only 1 of the 42 included papers was published in a language other than English. We excluded 10 non-English language papers after screening full-text translations, most often because they did not measure domestic violence and instead reported on general victimisation.
Key features of included papers
Of the 42 papers that examined the prevalence of domestic violence among psychiatric patients, 36 reported on domestic violence perpetrated by an intimate partner only (including 7 papers in which the definition was limited to violence perpetrated by a spouse) and 6 reported on violence perpetrated by either an intimate partner or other family member. Thirty-two studies measured lifetime experiences of domestic violence only, 7 past year domestic violence only and 3 both lifetime and past year experiences of domestic violence. Further details about the instruments used to assess domestic violence and the methods of data collection are provided for each study in online Table DS1 .
Regarding study participants, 13 studies included either psychiatric in-patients only or presented data separately for this group, [21] [22] [23] [24] [25] [26] [27] [28] [29] [30] [31] [32] [33] 16 studies presented data for psychiatric out-patient samples, 22, 28, [34] [35] [36] [37] [38] [39] [40] [41] [42] [43] [44] [45] [46] [47] and 4 studies presented data for patients attending emergency psychiatric departments. [48] [49] [50] [51] Seven studies were conducted across a range of psychiatric settings and did not provide data disaggregated by service type. [51] [52] [53] [54] [55] [56] [57] In 5 papers it was not clear from which type of psychiatric service participants were recruited. [58] [59] [60] [61] [62] Twenty-seven studies were conducted with women-only samples; one study was conducted with an all-male sample; 14 studies included both male and female participants but only 9 provided gender-disaggregated data on domestic violence.
Psychiatric in-patient samples

Partner violence
Adult lifetime violence. The prevalence of any adult lifetime partner violence among psychiatric in-patients ranged from 16% to 94% among women and from 18% to 48% among men (see online Table DS1 ). Excluding studies that scored below 50% on quality appraisal questions relating to selection bias, the median prevalence of lifetime partner violence was 30% (interquartile range (IQR) 26-39, range 26-56) among women. [21] [22] [23] 29 No high-quality paper was identified that reported on lifetime partner violence among male psychiatric in-patients. Findings for specific types of partner violence were as follows:
(a) Physical violence: seven studies reported on the lifetime prevalence of physical partner violence among psychiatric in-patients. 21, 22, [28] [29] [30] [31] 33 Among high-quality papers the median prevalence for female in-patients was 26% (IQR 26-41, range 26-56). 21, 22, [29] [30] [31] One poor-quality paper presented data for men and reported a lifetime prevalence of 18%. 30 (b) Sexual violence: one study reported a specific count on the lifetime prevalence of sexual partner violence, which was 16% among female in-patients; this paper scored below 50% on quality appraisal questions relating to selection bias. 25 (c) Psychological violence: one study reported a specific count on the lifetime prevalence of psychological partner violence, which was 94% among female in-patients; this paper scored below 50% on quality appraisal questions relating to selection bias. 31 Past year violence. Past year prevalence of physical partner violence ranged in three studies from 33% to 93%; 24, 26, 32 none of these studies scored 50% or more on selection bias. One highquality paper reported that the prevalence of past year physical violence among female psychiatric in-patients was 18%, but this estimate combined violence from partners and family members. 28 
Family violence
Adult lifetime violence. Two studies reported on the prevalence of adult lifetime family violence among women. 21, 25 In the only high-quality study, lifetime prevalence of physical violence among female in-patients was estimated at 9% for violence perpetrated by a father and 6% for violence by a brother. 21 Past year violence. One study of male and female psychiatric in-patients reported the prevalence of past year violence by a family member to be 46%; this paper scored below 50% for selection bias. 24 
Psychiatric out-patient samples
Partner violence
Adult lifetime violence. The prevalence of any adult lifetime partner violence among out-patients ranged from 7% to 81% among women and from 2% to 6% among men (online Table  DS1 ). Excluding studies that scored below 50% for selection bias, the median prevalence was 33% (IQR 21-53, range 15-81) among women. 22, 38, 40, 42 No high-quality paper was identified that reported on domestic violence among men in this group. Findings for specific types of violence were:
(a) Physical violence: ten studies assessed lifetime physical partner violence among women out-patients and reported prevalence rates of 8-80%, 22, 28, [37] [38] [39] [40] [41] [42] [43] 47 and two studies reported prevalence estimates of 2% and 6% among male out-patients. 41, 46 Among high-quality papers the median prevalence in female out-patients was 43% (IQR 25-51, range 8-60). 22, 40, 42 (b) Sexual violence: estimates of the lifetime prevalence of sexual violence among women in the out-patient group were highly variable. 37, 39, 40, 43 In the only high-quality study the prevalence for women was 3%. 40 (c) Psychological violence: lifetime prevalence of psychological violence among women out-patients ranged in three studies from 9% to 72%. 40, 41, 43 Prevalence in the only high-quality study was 9%. 40 Past year partner violence. Fewer data were available on past year domestic violence. Two high-quality studies assessed past year physical abuse among female out-patients: one reported a prevalence of 16% for physical partner violence, 42 the other reported a prevalence of 11% but combined data for violence from partners and family members. 28 
Family violence
Past year family violence. Bengtsson-Tops et al reported that 4% of a mixed sample of male and female psychiatric out-patients had been abused in the past year by a family member; however, this study scored below 50% on quality appraisal questions relating to selection bias. 34 
Psychiatric emergency department samples
Partner violence
Adult lifetime violence. The prevalence of adult lifetime domestic violence ranged from 42% to 60% among women attending psychiatric emergency departments and was estimated at 8% among men attenders (see online Table DS1 ). Only one paper scored 50% or over on selection bias: this study estimated that the prevalence among women was 60%. 50 No high-quality paper was identified that reported on domestic violence among men attenders.
Past year violence. One high-quality study assessed past year experiences of partner violence among women attending psychiatric emergency departments and reported the prevalence rates of past year physical and sexual violence to be 20% and 16% respectively. 50 
Mixed psychiatric settings
Partner violence Adult lifetime violence. Seven studies collected data across a range of psychiatric settings (e.g. in-patient, out-patient, community, emergency and forensic mental health services) and did not disaggregate their results according to setting (online Table  DS1 ). Excluding studies that scored below 50% on quality appraisal questions relating to selection bias, the median prevalence of lifetime partner violence among men and women patients was 26% (IQR 20-44, range 26-63) . 52, 53, 57 Two highquality papers also reported gender-specific prevalence estimates. The first, a large Swedish cross-sectional study that attempted to question all adult women using psychiatric in-patient and out-patient services over a 1-week period about their experiences of violence, additionally estimated that 26% women had ever experienced violence from a current partner and 23% from a previous partner. 52 The second, conducted in the USA, estimated that 63% of female psychiatric patients had ever experienced partner violence (including 50% physical violence and 32% sexual violence). 53 The latter study also estimated that 32% of male psychiatric patients had experienced partner violence (including 18% physical violence and 4% sexual violence).
Family violence
One high-quality paper reported that, among patients in mixed psychiatric settings, the prevalence of adult lifetime violence by a family member was 11%. 52 
Discussion
The review findings suggest a high prevalence of experiences of domestic violence among psychiatric patients. Among female patients, being a victim of lifetime partner violence was reported by about a third of in-patients and out-patients. [21] [22] [23] 29, 38, 40, 42 Only one high-quality paper reported the prevalence of being a victim of domestic violence among male patients: Chang et al surveyed patients across a range of psychiatric settings and estimated that 18% had experienced lifetime physical partner violence and 4% had experienced lifetime sexual partner violence. 53 The review identified only six studies on the prevalence of violence perpetrated by family members, of which only two were of high quality: these two studies reported that 11% of a mixed sample of male and female psychiatric out-patients reported family violence, 52 and that 9% and 6% of female in-patients reported adult lifetime physical violence by a father or brother respectively. 21 No study included non-psychiatric controls representative of the general population. Thus, although most of the reviewed studies reported higher estimates of the prevalence of domestic violence than have been reported for general population samples, 63, 64 quantifying the extent to which psychiatric populations are at greater risk of domestic violence remains difficult.
Strengths and limitations
The review employed a comprehensive search strategy following MOOSE guidelines. 14 We identified a number of methodological and conceptual issues in the primary studies that weaken the estimates of prevalence. Half of the included studies were judged to score poorly on questions relating to selection bias. We found that most studies used non-probability sampling and did not provide information on the representativeness of their samples, the potential impact of non-participation, or study power. Furthermore, few studies reported detailed exclusion criteria or provided information about participants' primary diagnoses. We have therefore carried out a further systematic review to examine the prevalence and risk of domestic violence in people with specific psychiatric disorders using different sources of data (PROSPERO database registration number CRD42011001241 (yet to be published)). The most rigorous study that we identified in this review, which attempted to survey all women attending psychiatric in-patient and out-patient services over a 1-week period about their experiences of domestic violence, reported that a quarter had experienced abuse from their current partner. 52 The exclusion, however, of individuals who were not able to give informed consent means that the findings cannot be generalised to the most severely ill patients.
The reliability and comparability of primary studies were also limited by the methods of data collection and instruments used to assess domestic violence. Data collection methods varied between studies and included researcher-administered questionnaires during face-to-face interviews, self-completed questionnaires and case file reviews. Face-to-face interviews were used in more than half of the included studies but may contribute to the underdetection of violence: a randomised controlled trial of methods of screening for domestic violence in various healthcare settings found that women preferred the use of self-completed questionnaires over face-to-face interviews when the same questionnaires were used. 65 Case file reviews are also likely to underestimate the prevalence of domestic violence experienced by psychiatric patients: the underdetection and poor recording of domestic violence, even where routine enquiry has been implemented, is well documented. 10, 42, 65, 66 Future studies should consider using self-completed questionnaires to assess domestic violence.
Studies also varied with regard to the instruments used to measure domestic violence. Among studies that employed a validated instrument to detect domestic violence, the most commonly used tool was the Conflict Tactics Scale (CTS). 67, 68 However, authors frequently reported that they made modifications to this and other instruments without describing how, if at all, the adapted instruments had been validated. The reliability and comparability of study findings are likely to have been reduced by this practice. In addition, although the CTS is one of the most widely used measures of violence, it has been criticised for its measurement of acts out of context (i.e. it does not make it clear whether acts of violence were in attack or in defence), its gender neutrality and its failure to measure other forms of partner violence, 69 although sexual violence has been partly addressed in the revised version. 68 In 11 papers, authors reported having developed their own measures to assess domestic violence, and in a further 10 no details were provided about the instrument used to assess violence. Moreover, several studies did not enquire specifically about domestic violence but instead asked participants about their general experiences of violence. We included those studies in our review if they reported the identity of the perpetrator and the age at which abuse occurred. Studies thus differed with regard to which forms of violence and specific behaviours were enquired about, which contributed to the observed variation in the prevalence of victimisation.
Implications of findings
Our review highlights the high prevalence of domestic violence among people using a range of psychiatric services. It also, however, draws attention to the lack of high-quality evidence on domestic violence among psychiatric populations and to the absence of research comparing psychiatric patients' risk of domestic violence with that of other clinical populations or the general population. Further evidence gaps are also apparent. First, despite evidence that emotional abuse is strongly associated with poor health outcomes, 70, 71 few studies collected data on psychiatric patients' experiences of psychological violence. Second, few studies included violence from family members within their definition of domestic violence. The prevalence of victimisation by family members in the few studies in which it was measured, however, suggests that family-perpetrated domestic violence may be an issue of relevance for some psychiatric patients, as it is for the general population: in 2010-2011, a fifth (22%) of all homicides in London were domestic-related, with the murder of a parent by a son being the most prevalent. 72 Finally, and despite evidence that suggests that men with severe mental illness are at increased risk of violent victimisation, 11, 12 few studies collected data on the prevalence of domestic violence in male patients. Professionals who work with psychiatric patients across a range of settings should be aware of the high prevalence of victimisation among men and women in this group and be able to identify violence and respond appropriately to their patients' needs.
